Introduction
Once death is imminent, a major concern of the family members and caregivers is to assure maximal comfort during this terminal phase. This can often be achieved by ''conventional'' pharmacological drugs such as opiates or other symptom-controlling drugs. However, in case of refractory symptoms leading to unbearable suffering such as intolerable pain, dyspnea, and delirium, a more drastic option may be chosen, known as palliative sedation (Table 1) . In these cases, comfort is sought by reducing the patient's level of consciousness [12, 23] . Although palliative sedation is ethically controversial and some studies have questioned its efficacy and safety [29] , this practice has substantially increased. The incidence of palliative sedation is not easily measured, partly because there are several definitions and alternative terms in use, such as ''terminal sedation'' and ''continuous sedation until death,'' to describe this practice [32] . However, the available studies indicate that the practice of palliative sedation is increasing in hospitals, nursing homes, and the home care setting. The overall reported incidences vary now between 7% and 17% of all deaths [2, 5] . It is assumed that patients who are sedated according to the current standards of care and the guidelines of palliative sedation are unaware of their clinical situation and therefore do not experience symptoms of discomfort such as dyspnea, delirium, and other distressing conditions that are common during the terminal phase. However, a critical evaluation based on more recent evidence raises the question of whether the current assessments of suffering and awareness are accurate enough. Our concerns are based on 3 kinds of problems. Firstly, the assessment of comfort in dying patients is challenging; secondly, patients are sometimes mistakenly considered to be unaware; and thirdly, the titration of drugs is difficult.
Problems with assessment of comfort in dying patients
The gold standard for detecting distress is patient self-reporting. Several instruments, such as the Visual Analog Scale for Pain, are based on this. However, in the case of palliative sedation, patients are usually unable to communicate whether or not they are still in distress or still (partially) aware of what is happening around them. Some scales have been developed for noncommunicative patients as well, such as the Critical Care Pain Observational Tool [18], the Behavioral Pain Scale [1], and the Richmond Agitation-Sedation Scale [3], but several problems have been reported. A well-documented problem is that these scales cannot detect pain and awareness in all patients; for example, because they depend on inferences made from patients' motor responsiveness [10, 33] . Another problem is that these scales have been only partially validated for dying patients and, in most cases, not at all [4, 8, 31 ]. In the guidelines on palliative sedation, it is acknowledged that the efficacy and safety of palliative sedation is not sufficiently understood and that the usefulness of these observational scales has not been proven [15, 16] . These findings cause even more concern considering the evidence that family members of patients, compared with caregivers, often have different perceptions of the patient's comfort and his/her quality of dying during palliative sedation. While family members tend to overestimate pain, caregivers often underestimate it [22] . Furthermore, assessment discrepancy between nurses and physicians often occurs [6, 17] .
Problems with (un)awareness
In recent years, doubts have risen as to whether patients labeled ''unconscious'' really are completely insensate and unaware. Studies in different types of patients and settings that critically reviewed awareness have consistently reported that persons were, in contrast to what was assumed by the caregivers, not always (completely) unaware. For example, several studies showed that patients diagnosed as being in a vegetative state (now also called ''unresponsive wakefulness syndrome'') did show some (minimal) clinical signs of conscious awareness in about 40% of the cases [34] . In some cases, the purportedly unconscious patient could even reliably generate appropriate electroencephalographic responses to 2 distinct commands [14], and occasionally was even able to establish basic communication with ''yes'' or ''no'' answers using functional magnetic resonance imaging [28] . This proved that
